The authors explored whether gender moderated the influence of other factors on solo spousal caregiving. The subsample (n = 452) from the Asset and Health Dynamics Among the Oldest Old study included elderly care recipients (CRs) receiving assistance with instrumental activities of daily living (IADLs) and their spouses. Logistic regression was used to model the likelihood of solo spousal IADL care. Gender moderation was tested by product terms between CRs' gender and measures of partners' health, potential helpers, and sociodemographic characteristics. As numbers of CRs' IADLs and couples' proximate daughters increased, wives less often received care solely from their husbands, but husbands' receipt of care from their wives was unaffected. Age differences between spouses and CRs affected solo spousal caregiving to wives and husbands in opposite ways. Regardless
of gender, CRs' numbers of limitations in activities of daily living and spouses with limitations in IADLs or activities of daily living reduced the likelihood of solo spouse care. Identifying circumstances influencing solo spouse caregiving differently among couples with frail wives and husbands facilitates gender-sensitive services.
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Considerable evidence indicates that the spouse is often the only provider of care to his or her partner. Nevertheless, our understanding of the circumstances influencing whether the spouse is the sole caregiver is limited, especially about the combined influence of gender and other factors on the spousal role in caregiver networks. Both husbands and wives are typically named as primary caregivers by their frail elderly partners in representative samples of community-dwelling married elders in the United States who need assistance with instrumental activities of daily living (IADLs) or basic personal activities of daily living (ADLs) (Tennstedt, McKinlay, and Sullivan 1989; Wolff and Kasper 2006) . Furthermore, these studies indicate that the spouse is usually providing such assistance without help from others. Wives are more likely than husbands to be named by their partners as the sole caregivers, even when other factors associated with caregiving are considered (Feld et al. 2006; Katz, Kabeto, and Langa 2000; Stoller and Cutler 1992) . Three main types of other factors have been examined in research on whether the spouse is the sole provider of functional care: health problems of the partner receiving care and the spouse, availability of other helpers, and sociodemographic characteristics of the couple (Feld et al. 2006; Katz et al. 2000; Stoller and Cutler 1992; Wister and Dykstra 2000) . As yet, research has not considered whether the impact of these other factors tied to the spouse's solo caregiving role differ when the partner receiving care is the husband or wife. To address this gap, we explored whether gender moderates the influence of these other factors on the spouse's solo role in caregiver networks.
Two types of evidence suggest that gender may influence the relevance of some other factors to the spouse's solo role in caregiver networks. First, research has demonstrated that gender moderates other aspects of caregiving. For example, caregiving husbands and wives facing similar stressors sometimes use different coping methods (Calasanti and Bowen 2006; Rose and Bruce 1995; Thompson 2000) , respond with different levels of psychosocial stress (Davidson, Arber, and Ginn 2000) , and display dissimilar physiological reactions (Scanlan et al. 1998) . Additionally, frail wives and husbands receiving care vary in their emotional responses to receiving care from their spouses (Davidson et al. 2000; Stoller and Miklowski 2008) . Second, considerable theoretical and empirical analyses indicate that even though both husbands and wives are committed to providing assistance to partners who become impaired, the gender of both members of the couple influences who provides care (Arber, Davidson, and Ginn 2003; Calasanti and Bowen 2006) . Gender differences in marital care provision can be influenced by social institutions, everyday gendered interactions that form part of immediate situations and environments that individuals are embedded in, gendered interactions between members of the marital dyad, and gendered differences in individual behaviors and identities of elderly married men and women (Thompson 1993) . For example, service providers may be less likely to offer assistance to wives providing care than to comparable husbands (Arksey and Glendinning 2007) . Judgments by members of the couple's informal network about the frail partner's need for care and the capability of the spouse to provide needed assistance may vary with the gender of the potential spouse caregiver and frail partner (Calasanti 2003) . Elderly married men and women may bring different gendered priorities, skills, and expectations to caregiving situations (Calasanti and Bowen 2006; Kramer 2002; Stoller 2002; Thompson 1993) . They also may interpret giving and receiving care in light of their own masculine and feminine identities and behave in ways designed to maintain these identities (Calasanti 2003; Davidson et al. 2000) .
When considering the possible moderating influence of gender on solo spousal caregiving, it is important to distinguish between IADL and ADL caregiving for several conceptual reasons. First, noninstitutionalized elders are nearly twice as likely to need assistance with IADL limitations as with ADL limitations (Adams, Lucas, and Barnes 2008) , yet there has been a relative neglect of IADL caregiving, despite its importance for sustaining community living among the elderly (National Alliance for Caregiving 1997). Second, strong theoretical and empirical evidence supports the multidimensional nature of functional needs (Johnson and Wolinsky 1993) ; nevertheless, much prior research on spousal caregiving is problematic because it combines ADL and IADL care (e.g., Katz et al. 2000; Wolff and Kasper 2006) . Third, there are important differences in the composition of IADL and ADL caregiver networks. Adult children are more often a part of IADL than ADL caregiver networks (Wolf, Freedman, and Soldo 1997) . Fourth, somewhat different factors influence the structures of IADL and ADL caregiver networks. Race/ethnicity and the availability of children are more important determinants of who is included in IADL than ADL caregiver networks (White-Means and Rubin 2008). Finally, becoming an ADL caregiver is more likely linked to poor mental and physical health than is entering the role of IADL caregiver (Burton et al. 2003 ). In the present study, we could only explore the moderating role of gender on solo spousal IADL caregiving because of the small number of married elders receiving ADL help.
Enhanced knowledge about circumstances influencing the spouse's role in caregiver networks is important to provide effective social services to elderly couples dealing with functional limitations. Consistent evidence indicates spouses are more likely than other caregivers to suffer negative emotional and physical outcomes (Pinquart and Sorensen 2003) . Elderly caregiving spouses are often at risk for health problems, a situation that can lead to a serious disruption of needed care to their partner when there are no secondary helpers (Tennstedt et al. 1989 ). Yet spousal caregivers are less likely than other primary caregivers to have any informal helpers or to use service programs designed to relieve caregiver burden (O'Connor 1995; Stoller 1992) . Limited use of helpers from outside the marital dyad may reflect the desire of elderly couples to survive as an independent unit and the willingness of older spouses to cross traditional gender boundaries to do so (Calasanti and Bowen 2006; Rose and Bruce 1995) . By identifying circumstances that reduce the likelihood of solo spousal IADL caregiving in similar and different ways for couples in which husbands or wives need care, this study addresses the call for gender-sensitive services that more effectively meet the needs of frail elderly men and women and their spouses (Kirsi, Hervonen, and Jylhä 2000; Russell 2001 ). This issue is likely to become more important given expected increases in the number of elderly American couples in future cohorts because of continuing improvements in longevity and declining gender differences in age at marriage and in life span (Uhlenberg and Cheuk 2008) .
Factors Influencing the Spouse's Role as Caregiver
Gender. In keeping with a gender perspective on marriage (Sullivan 2004; Thompson 1993) , we view possible gender differences in whether the spouse is the sole member provider of care as the outcome of forces operating at different levels, including gendered aspects of institutional structures and ideologies in a particular society and gendered behaviors and beliefs within specific personal relationships. From this perspective, whether the spouse is the sole caregiver is likely influenced by structural gender inequalities and restrictions as well as societal norms about gender appropriate behaviors experienced by elderly individuals throughout their life courses. When caregiving is needed, such societal forces may be reflected in the beliefs and behaviors of the couple's medical and social services providers (Arksey and Glendinning 2007; Stoller 1992) . The impact of gendered personal relationships may be seen both in reactions of members of the couple's informal social network (Calasanti 2003) and the couple's history of gendered beliefs and behaviors about household division of labor over the course of their marriage (Sullivan 2004) . Gendered behaviors and identities of elderly frail partners and their spouses thus reflect practices and self-definitions they developed as a result of specific experiences within particular age cohorts in the society in which they live (Arber et al. 2003; Fine and Glendinning 2005) . Gendered behaviors and identities of elderly husbands and wives are expected to affect how each partner thinks, feels, and behaves; their expectations about each other; and how they negotiate gendered differences in expectations about caregiving (Rose and Bruce 1995) .
Gender perspectives on caregiving, as well as theories of traditional gender roles (Davidson et al. 2000; Thompson 1993) , recognize diversity among both men and women in how they define their masculine and feminine behaviors and identities (Kirsi et al. 2000) , while acknowledging some common gender differences. These gendered differences can include aspects of self-concepts, coping styles, and caregiving skills that could influence the role of husbands and wives as caregivers to their frail wives and husbands, respectively.
Institutional and personal relationships experienced by the current cohorts of the elderly are often described as being manifest in feminine identities that are more likely than masculine ones to include the provision of physical care to one's spouse, whereas the gendered identities of both husbands and wives include giving emotional care to one's partner (Arber and Ginn 1995) . When wives' identities as women include giving hands-on care, they may be more prone than husbands to resist seeking or accepting help from others when their partners need assistance with functional limitations (Calasanti 2003; Stoller 1992) . Similarly, when social institutions expect women to be competent in domestic labors involved in running a household, and competence is also part of feminine identities (Arksey and Glendinning 2007; Calasanti 2003) , elderly wives may be unlikely to seek or accept outside assistance. Such assistance could include home-delivered meals, home help services, or informal help from adult children. These observations are consistent with findings from a qualitative study of spouses carrying out the demanding responsibilities involved in caring for partners with dementia (Calasanti and Bowen 2006) . Specifically, wives were less likely than husbands to report receiving help in providing such care. Also consistent with such gendered behaviors and beliefs is evidence that elderly wives receiving IADL or ADL assistance are less likely than husbands to name their spouses as their sole care providers (Feld et al. 2006; Stoller and Cutler 1992) .
Less attention has been paid to how gendered institutional and interpersonal forces and men's gendered behaviors and masculine identities might influence whether the husband is the sole caregiver (Russell 2001; Thompson 2000) . Gender inequality in the labor market may be linked to what has been described as men's managerial approach to caregiving, although this coping style may be class and race related (Russell 2001; Stoller and Miklowski 2008) . Some evidence indicates that husbands providing care to their partners with dementia were more likely than comparable wives to view their caregiving as involving new domestic tasks, to use task-focused problem-solving strategies to meet these new responsibilities, and to view caregiving as a job to be done in the most efficacious way (Calasanti and King 2007; Russell 2001) . Men in these circumstances may be unlikely to feel threatened by sharing caregiving and willing to enlist other caregivers when this is seen as facilitating getting the work done or maintaining the independence of the marital unit (Calasanti and Bowen 2006; Russell 2001) . Masculine views of caregiving as new tasks may also mean that husbands will be more likely than wives to report that they have taken on extra responsibilities when describing the care they provide (Arber and Ginn 1995; Calasanti 2003) . On the other hand, some men's institutional and interpersonal histories may be linked to masculine behaviors and identities encompassing strong components of self-reliance and stoicism (Calasanti 2004; Kramer 2002) , which may make it difficult for them to seek or accept outside assistance.
Gendered experiences earlier in the life course, related to the kinds and amount of paid labor participation and household and child care responsibilities, may also lead to some differences in knowledge and skills relating to caregiving (Calasanti and Bowen 2006; Ciambrone and Allen 2002; Stoller 1992) and influence whether the spouse is the sole caregiver. Both husbands and wives may need to take on new tasks when caring for a frail partner (Calasanti and Bowen 2006) . Despite this similarity, prior gendered experiences could mean that wives are more likely than husbands to view the knowledge and skills related to spousal caregiving as an extension of prior gendered experiences, to expect to be competent as caregivers (Calasanti and Bowen 2006) , and to provide all the care their frail husbands need without outside help.
Gendered beliefs and expectations of frail partners receiving care, members of the couple's informal social network, and health care and social service professionals are also likely to influence the spousal caregiving role. Gendered reactions by care recipients (CRs) were shown in a study of widowed men and women who had provided intensive care to their partners (Davidson et al. 2000) . Wives receiving spousal help were depicted as accommodating to being helped and imagining themselves in the caregiving role. Husbands receiving help were described as trying to retain power over their spouses by making demanding requests. Such gendered differences in CRs' reactions might also influence their responses to the presence of helpers other than the spouse in caregiver networks, although we found no studies directly addressing this issue. Whether members of a couple's informal social network use the same standards in judgments about husbands and wives providing care is also recognized as critical to understanding whether husbands and wives are their frail partners' sole caregivers (Calasanti 2003) . Implicit policies and practices of some health care and social service systems reflecting assumptions about a gender-based division of labor could result in providing less formal assistance to frail elders being cared for by wives than by husbands (Arksey and Glendinning 2007; Stoller 1992) .
Other factors. We relied on the task-specific model (TSM) of caregiving to conceptualize how factors besides gender might affect the spouse's caregiving role (Messeri, Silverstein, and Litwak 1993) . The TSM predicts that spouses of both genders will be primary and often solo caregivers because of the typically good fit between structural features of marital dyads and the structure of many caregiving tasks, such as those related to skills, commitment, and proximity. The TSM also suggests circumstances indicating a poor fit between characteristics of the spouse and those required by specific caregiving tasks (Litwak, Jessop, and Moulton 1994) . These include situations in which caregiving tasks require time, energy, or skills that are beyond the human resources of the spouse. Factors likely to signal poor fit include those related to the health of the frail partner and the spouse, including CRs with numerous IADL or ADL limitations, spouses who themselves have functional limitations, or CRs or spouses at very advanced ages. In those situations, the TSM predicts that the spouse will be less likely to be the only helper in the caregiver network. Second, the TSM recognizes that the structure of some tasks, such as taking medications or shopping for groceries, which require periodically proximate, highly committed, but not technically skilled caregivers, may be also congruent with the structural aspects of helpers outside the marital dyad. This suggests that factors related to the availability of informal and formal helpers, such as the number of proximate children and access to home health aides, might reduce the likelihood of the spouse being the sole caregiver.
The TSM also recognizes that social characteristics may influence the fit between the structures of caregiving tasks and of potential helpers (Litwak et al. 1994 ). These characteristics include gender, which could affect the fit between caregiving tasks and human resources because of skill differences for husbands and wives stemming from earlier institutional and interpersonal life-course experiences. Gendered and racial and ethnic norms are also acknowledged in the TSM as possible influences on who provides care and caregiving responsibilities that violate norms are viewed as possibly leading to seeking help outside the marital dyad. However, because the TSM does not provide much specificity on these norms, we turned to other theoretical perspectives and empirical evidence. The more collectivistic orientation to caregiving of Black than White American families (Dilworth-Anderson, Williams, and Cooper 1999) is consistent with evidence that White caregiving networks are more likely to include only spouses and children, whereas those of Black Americans are more likely also to include other kin and nonkin (White-Means and Rubin 2008). This orientation suggests that solo spousal caregiving may be more likely among elderly White than Black Americans. Greater marital longevity may increase commitment to providing care to one's spouse (Litwak et al. 1994) , lessen the perceived burden of providing such care (Stoller and Miklowski 2008) , and shape patterns of caregiving reciprocity and obligations (Fine and Glendinning 2005) . These observations suggest that as couples age and their marriages endure, sole reliance on the spouse for care may also increase.
Gender as a Moderator of Factors Influencing the Spouse's Role in Caregiver Networks
We now illustrate how previously cited theoretical ideas and empirical evidence led us to develop exploratory ideas about ways gender might moderate the impact of other factors on whether spouses provide all the care frail partners receive. Three types of factors are discussed: the health of both partners, the availability of other caregivers, and sociodemographic characteristics.
Consistent with the TSM, prior research has clearly shown that the extent of health deficits of both partners is related to a reduced likelihood of the spouse being the primary or sole caregiver (e.g., Feld et al. 2006; Katz et al. 2000; Stoller and Cutler 1992; Wister and Dykstra 2000) . Empirical evidence of an association between the availability of other potential caregivers, including adult children and formal helpers, and a reduced likelihood of solo spousal caregiving is more limited and less consistent. Some research (Allen, Goldscheider, and Ciambrone 1999; Feld et al. 2006 ) supports this association, but other evidence does not (Stoller and Cutler 1992; Wister and Dykstra 2000) .
As previously discussed, there are gendered differences in institutional and interpersonal settings of the current cohorts of elderly men and women and in common masculine and feminine behaviors and identities. These differences raise the possibility that gender of frail partners and their spouses might moderate the relationship between the likelihood of the spouse being a solo caregiver and the health deficits of both partners or the availability of alternative caregivers. Professionals, informal social network members, and spouses often expect wives to have the caregiving skills needed to assist their frail partners (Arber and Ginn 1995; Stoller 1992) ; however, the same expectations may not hold for husbands. Additionally, wives may be likely to judge themselves by their ability to meet their frail partners' entire care needs without assistance (Calasanti 2003) and to see themselves as having appropriate caregiving skills (Ciambrone and Allen 2002) ; husbands may be less likely to have these self-views (Calasanti 2003) . This combination of conditions suggests that the frail partner's and the spouse's health deficits, the proximity of adult children, or the access to formal social services may be less likely to reduce the possibility of solo caregiving for wives than for husbands. A similar prediction about gender moderation results when husbands view caregiving as a job whose goal is the provision of good care to the frail partner in whatever way appropriate (Calasanti and King 2007; Thompson 2000) . Husbands with these beliefs may see the involvement of other caregivers as an appropriate way to foster better care when their own health deficits or those of their frail partners are high or when helpers are available. Such views may complement gendered differences in institutional and interpersonal experiences. On the other hand, when husbands view their masculinities as including self-reliance or stoicism (Calasanti 2004; Kramer 2002) , they may view assistance from other helpers as a threat. For husbands with this perspective, the likelihood of being a solo caregiver may not vary when health deficits increase or alternate caregivers are more readily available.
Sociodemographic characteristics of couples, including race/ethnicity, age, and marital duration, have also been investigated as possibly influencing whether the spouse is the sole care provider, but such studies are rare and sometimes yield inconsistent results (e.g., Feld, Dunkle, and Schroepfer 2004; Stoller and Cutler 1992; White-Means and Rubin 2004) . This research is premised on assumptions that these characteristics might reflect predispositions to use social services (Scharlach et al. 2008) , beliefs of elderly couples and potential helpers about who are appropriate caregivers (Soldo, Wolf, and Agree 1990) , and the fit between structural aspects of caregiving tasks and potential caregivers (Litwak et al. 1994) . Findings from two studies testing whether married Black Americans are less likely than White Americans to have solo spousal caregivers were inconsistent (Feld et al. 2004; Stoller and Cutler 1992) . Nonetheless, there are reasons to explore whether gender moderates the effects of race/ethnicity on spousal solo caregiving. Gender perspectives on caregiving recognize institutional and structural aspects of the social construction of gender that might vary for persons of different races and ethnicities (Russell 2001 ). This view is consistent with evidence that throughout the life course, the typically disadvantaged socioeconomic status of African Americans produces greater similarity in the positions of Black men and women in the larger social structure than those of White men and women (Thompson 1993) . These societal experiences suggest that family responsibilities for household and caregiving activities may be less gender linked among Black than White elderly couples. Also consistent are findings from a nationally representative sample of frail elderly that showed no gender differences in home health care use among Black men and women, even though White women were more likely than men to use such services (White-Means and Rubin 2004).
Similar issues are pertinent to whether gender influences the links between the spouse being the sole caregiver and increased age or marital duration among elderly couples. Despite theoretical reasons suggesting that as couples age and their marriages endure, sole reliance on the spouse for care may also increase (Fine and Glendinning 2005; Litwak et al. 1994 ), the only located study testing this idea did not find support for it (Feld et al. 2006) . Nevertheless, there are suggestions that gender could be a critical context for the impact of age and marital duration on the spouse's caregiving role. The social construction of age and gender are intertwined (Calasanti 2003) , and changes in gender relationships may occur at older ages when labor force participation and child rearing involvement can diminish (e.g., Thompson 2002) . Long-term relationships may increase the willingness of elderly couples to cross typical gendered divisions of labor to remain independent (Rose and Bruce 1995) . For these reasons, it seemed useful to explore whether gender differences in solo spousal IADL caregiving might diminish as elderly couples' age or their marital duration increases.
The current study builds on theoretical and empirical literature concerning the role of gender and other factors in caregiving among elderly couples. Using nationally representative data for American elders, we begin to address the lack of prior evidence on whether the gender of the CR moderates the impact of other factors that influence solo spousal caregiving. Specifically, we explored whether relationships between the likelihood of solo spousal IADL caregiving and measures of the couples' health, available informal and formal caregivers, and sociodemographic characteristics differed when the partner receiving IADL care was the wife or the husband.
Methods
We used the first wave of the Asset and Health Dynamics Among the Oldest Old (AHEAD) survey, conducted in 1993 and 1994 (see Soldo et al. 1997 for sampling details). AHEAD's complex multistage design yielded a nationally representative sample of 8,222 community-dwelling elders aged 70 years and older and their spouses or partners. Our subsample was selected to include only those individuals for whom (1) data were collected about both members of a couple, defined as two coresiding persons who self-identified as spouses (n = 4,336 individuals or 2,168 couples); (2) at least one partner was 70 years of age or older and had an IADL limitation, as defined in Table 1 (n = 547 couples); (3) this partner received IADL help at least once a week within the past month (n = 518 couples); (4) both members of the couple were Black or White (n = 457 couples); and (5) complete data were available for the remaining study variables (n = 453 couples). Couples in which neither partner received IADL help at least once a week were excluded, because complete helper information was not obtained for them. We included only couples in which both members self-identified as non-Hispanic White or as non-Hispanic Black or African American because of small numbers in specific types of other racial and ethnic couples. This decision was based on the diverse caregiving experiences among minority ethnic groups (Pinquart and Sorensen 2005) and the problems inherent in combining couples with various racial and ethnic profiles into one category (Okazaki and Sue 1995) . One otherwise eligible couple was deleted as an influential observation on the basis of regression diagnostics, resulting in a final study sample of 452 couples.
Both partners in most study couples were interviewed (66.0%), but for 153 couples, a proxy (of whom 84.3% were spouses) provided the CR's data. Nearly all proxy data (92.8%) resulted from situations in which the recipient was too ill to participate.
The CR was the member of the couple who received IADL help at least weekly and was 70 years of age or older. Only one member met these criteria in 87.0% of the eligible couples. Additional criteria were used to define the CR in couples in which both members met the age and IADL help criteria (n = 59), because the inclusion of these couples was desirable both to reflect an actual situation couples face and to maintain the representative nature of the sample. In these couples, the CR was the one with the greater number of IADL limitations (n = 48) or was randomly chosen when the number of IADL limitations was equal (n = 11). 1 The other partner was labeled the spouse of the CR. Gender of the CR 0 = husband was CR (56.6%); 1 = wife was CR (43.4 %).
Health CR's number of IADLs IADL limitations = not being able to prepare a hot meal, shop for groceries, make a telephone call, or take medication without help or not doing the task because of health reasons ( 
Dependent Variable
The dichotomous dependent variable defined whether the spouse was the sole source of IADL care, on the basis of replies to questions about who most often helps the CR partner with the set of four IADL tasks (see Table 1 ) and who else most often helps. A couple was coded as having a solo spouse caregiver when the spouse of the CR was the only person providing any weekly IADL help received in the past month (n = 355). Couples coded as not having solo spouse caregivers included both those in which the CR got help from the spouse and another helper (n= 51) or from only person(s) other than the spouse (n = 46). 2
Independent Variables
Variables representing main and gender interaction effects were used in multivariate analyses. Main effect variables were the gender of the CR and other variables (shown in Table 1 ) that have been proposed in previously reviewed literature as possible influences on the spouse being the sole provider of IADL care. Gender of the CR was coded 0 for CR husbands and 1 for CR wives. It is important to note that as all couples who met the study's eligibility requirements consisted of husbands and wives, when the CR was the wife, the spouse was always the husband and vice versa. Gender interaction variables were of primary theoretical interest. These were product terms constructed by multiplying the value on the variable representing the CR's gender by the value for the other main effect variables. These product terms tested whether the effects of the other variables on solo spousal caregiving varied for couples when the wife or the husband was the CR.
Poor health was indexed in seven main effect variables, including five concerning the CR and two concerning the CR's spouse. Details on coding of these and all other variables, as well as total sample descriptive statistics, are presented in Table 1 . The availability of potential helpers was assessed by five main effect variables, including three indexing the availability of the CR's spouse and other informal helpers and two related to availability of formal help from governmental services targeting the poor and from privately purchased services.
Couples' sociodemographic characteristics that might be related to solo spousal caregiving were indexed by four main effect variables shown in Table 1 . Although we viewed age, like marital duration, as possibly indicating an enhanced focus on the marital dyad for support and a commitment to providing spousal care, we also recognized that advanced age might capture unmeasured aspects of poor health. Two measures of the couple's ages were included for methodological reasons. Because of serious multicollinearity when both partners' ages were included, older age was indexed by the sum of the partner's ages, because we lacked a legitimate theoretical basis for including only the CR's or only the spouse's age. The difference between the spouse's and the CR's ages was included to control for the fact that the same value for a couple's summed ages could result from different combinations of spouse's and recipient's ages.
Analytic Strategy
To obtain appropriate descriptive statistics and standard errors, we used normalized sampling weights and svy commands in the Stata statistical package. Normalized weights adjust for AHEAD's complex multistage sample design that oversampled minority elders, for nonresponse, and for deviations from the 1990 census. Svy commands adjust for sampling weights, clustering, and sample stratification by geographic location and size of place. Svy commands yield approximately unbiased or conservative variance estimates by taking into account clustering within primary and secondary sampling units and, implicitly, clustering within households (interviewing both members of couples).
To assess whether the gender of the CR moderated the effects of other variables on the spouse's caregiving role, we used binomial logistic regression to model the probability of the spouse being the sole IADL caregiver. Because some variables did not have true zero values, nondichotomous variables were centered, and zero was set equal to the mean of the total sample (Jaccard 2001) . Centering affected the intercept but not the regression coefficients.
The first step of the regression model included the variables for the main effects of the CR's gender and the other 16 variables. In the next modeling step, we first added all the gender interaction variables (product terms for gender and all other variables). We then manually used the backward elimination technique to delete, one at a time, the product term whose regression coefficient was associated with the highest p value. The final regression model retained only those product terms at or close to p = .05. These product terms tested differences in the regression coefficients of each predictor for the two subgroups of couples defined by the CR's gender (Jaccard 2001) . Additional analyses explained in the "Results" section were used to identify the specific nature of any such differences. The final logistic regression model that included all main effect variables and four product terms was used for regression diagnostic analyses. Multicollinearity checks revealed no serious problems.
Results

Descriptive Gender Findings
Bivariate gender differences were tested for all main effect variables (data not shown). The gender of the CR was not significantly related to whether the spouse was the sole IADL caregiver or to any indicator of health of the CR's spouse. Caregivers of wives and husbands, however, were assisting elderly persons who had somewhat different health care needs. Specifically, wives receiving IADL care had more ADL limitations, were significantly less likely to have cognitive problems or a proxy respondent, and tended to have fewer IADL limitations than husbands receiving care. Couples with CR wives also had significantly higher incomes relative to the poverty line but were similar to those with CR husbands on indicators of the availability of formal and informal helpers. The only significant gender differences in sociodemographic characteristics concerned the partners' ages. The summed ages of couples in which the wife was the CR indicated that these couples were older than those in which the husband was the CR. Additionally, in couples with a wife receiving IADL care, her spouse was on average slightly less than a year older, whereas in couples with a husband receiving care, his spouse was on average more than four years younger. Table 2 presents the bivariate relationships between each study variable and whether the spouse was the sole IADL caregiver. These relationships were examined separately for couples in which the CR was the wife or the husband. These data show that only three variables were significantly associated with solo spousal caregiving, regardless of the gender of the CR. The spouse was more likely to be the sole IADL caregiver when the spouse had any IADL limitations or any ADL limitations (significantly so for both genders) and when the CR had fewer ADLs (significantly for couples with a CR wife and at p = .067 for couples with a CR husband). The remaining significant associations were found either for couples with wives receiving care or for couples with a CR husband. These results suggest that gender influences some of the variables associated with whether the spouse is the sole IADL care provider. Table 3 presents the binomial logistic regression modeling assessing whether the gender of the CR moderates the relationship between the other predictor variables and whether the spouse was the sole IADL caregiver. Model 1 shows the influence of the 16 other main effect independent variables and of gender on the likelihood that the spouse provides all the IADL care. Model 2 adds the 4 gender interaction terms that were retained in the final model. The gender interaction term in model 2 for the CR's number of IADLs (p = .007) and for spouse's age minus recipient's age (p = .001) were significant, indicating that the regression coefficients for these variables differed significantly for couples with a CR wife and those with a CR husband. The gender interactions terms for the CR's number of health conditions and the couple's number of proximate daughters fell short of the .05 criterion (p = .057 and .067, respectively). It is important to emphasize that in model 2 of Table 3 , the coefficients for predictor variables involved in the interaction terms (i.e., CR's number of IADLs, CR's number of conditions, couple's number of daughters, and spouse's age minus CR's age) do not represent main effects. Instead, they show the slope for each of these variables when the gender variable was set to the reference group (i.e., CR husbands). To obtain the slopes for these variables for CR wives, we followed Jaccard's (2001:32-33) recommendations for interpreting logistic regression models that include interaction terms involving a qualitative moderator variable and continuous predictor variables. This required refitting the model after redefining the reference group for gender to be CR wives. Table 4 shows the slopes of these main effects for each gender, along with the p values for the effects. As this table shows, the effect of the CR's number of IADLs was negative and significant for couples in which the wife was the CR (b = .662, p = .003) but was not significant for couples with CR husbands (b = .144, p = .489). This means husbands were less likely to be the sole providers of IADL care to their wives as the number of the wife's IADL limitations increased, whereas this variable was not important for whether wives were the sole sources of IADL assistance received by their husbands. Similarly, the effect of the couple's number of proximate daughters was negative and significant when the CR was the husband (b = -.730, p = .009) Note: Entries for b are unstandardized regression coefficients. All nondichotomous variables were centered at the total sample mean. The overall F value for model 1 = 3.30 (p = .003). The overall F value for model 2 = 3.18 (p = .005). For the variables included in interaction terms with gender (CR's number of IADLs, CR's number of health conditions, couple's number of proximate daughters, and spouse's age minus CR's age), the interpretation of the b coefficients differs for model 1 and model 2 (Jaccard, 2001) . In model 1, b represents the slope of each of these variables on the likelihood of solo spousal caregiving for all couples. In model 2, b represents the slope of the relationship between each of these variables and the likelihood of solo spousal caregiving among couples for whom gender was coded 0 (i.e., couples in which the husband was the CR). ADL = activity of daily living; CR = care recipient; IADL = instrumental activity of daily living. a. 0 = no, 1 = yes. b. 0 = non-Hispanic White, 1 = non-Hispanic Black or African American. c. 0 = CR husband, 1 = CR wife.
Testing Whether Gender Is a Moderator
but was not significant when the CR was the wife (b = .004, p = .987). The effect of the CR's number of health conditions was not significant for couples in which either the husband or the wife was the CR (b = -.100 and .314, respectively). The effect of differences in ages was negative and significant for couples in which the husband was the CR (b = -.112, p = .070, p = .003) but positive and significant for those in which the wife was the CR (b = .070, p = .036).
Discussion
This study expands prior literature on gender and caregiving by providing information for the first time about the circumstances under which gender is a critical context influencing the impact of other factors on the likelihood that the spouse is the sole provider of functional assistance received by his or her frail partner. The current findings identify both circumstances whose impact on whether husbands and wives provide all the IADL care received by their partners are similar and those that differ by gender. These findings complement those of earlier studies that focused on whether the caregiving roles of wives and husbands differ when other factors associated with caregiving are taken into account (e.g., Feld et al. 2006; Katz et al. 2000; Stoller and Cutler 1992; Wister and Dykstra 2000) . This expanded view of the relevance of Table 3 for which gender was coded as husband CR = 0, wife CR = 1. b. Coefficients estimate the slope of the relationship between the likelihood of solo spouse caregiving and each listed variable among couples with a wife CR; data were obtained by refitting model 2 of Table 3 with gender recoded as wife CR = 0, husband CR = 1.
gender to caregiving is in keeping with calls to recognize that the centrality of gender varies across different contexts (Stoller 2002) and to study whether gender interacts with other factors in influencing the services used by caregivers (Kaye 2002) . The findings facilitate the design of appropriate gender-sensitive services for elderly couples. They identify some circumstances that are more and less likely to be linked to the spouse being the only provider of IADL care, depending on whether the CR is a frail wife or a frail husband, as well as circumstances tied to the spouse's solo caregiving regardless of gender.
The value of the current findings for future theory, research, and practice is enhanced by several aspects of the study's design. The data are from a representative sample of community-dwelling married elders needing IADL assistance. They were used to address the spouse's role as the sole provider of IADL care, not simply who was the primary caregiver. The present design means that the findings are not confounded by the greater longevity and poorer functional health of elderly women than men or the higher probability of community dwelling elderly men than women being married (Arber and Cooper 1999) . These possibly confounding gender differences are not adequately addressed in some prior research using representative samples of elderly men and women who provide care to their spouses (e.g., Arber and Ginn 1995) . The present data also provide a broader context for understanding the role of gender in caregiving than do studies based on spousal caregivers to a partner with dementia, which may be a distinctive caregiving situation (e.g., Davidson et al. 2000) . In addition, we were able to consider the joint role of gender and many of the health, availability, and sociodemographic factors associated with the spouse's role as the sole IADL care provider. Our focus on previously understudied IADL assistance redresses an acknowledged gap in prior studies based on representative samples (e.g., National Alliance for Caregiving 1997). Finally, this study's theoretical underpinnings in the TSM of who provides care and a gender perspective on caregiving supply frameworks for interpreting the present findings and suggesting future research.
The findings concerning the CR's number of IADL limitations and the couple's number of proximate daughters indicate that these variables showed different relationships to solo spousal IADL care for husbands and wives of the CRs. Husbands were less likely to be sole caregivers when their carereceiving wives had several IADL impairments and when several daughters lived near the couple, but the likelihood of wives being solo caregivers was unrelated to these variables. Our finding concerning the relevance of daughters to whether husbands were solo caregivers is similar to evidence from research on the relevance of the number of adult children to the use of a paid helper as the primary caregiver among married men and women (Uhlenberg and Cheuk 2008) . That study found a stronger association between number of adult children and the use of paid help among elderly wives receiving care than comparable husbands. Both present findings are consistent with a gender perspective on caregiving. That perspective recognizes multiple influences on a spouse's caregiving role, including gendered aspects of reactions by social institutions and informal social networks to caregiving husbands and wives, interactions between marital partners, and husbands' and wives' beliefs about masculinities and femininities (Calasanti 2004; Calasanti and Bowen 2006; Davidson et al. 2000; Rose and Bruce 1995) . For example, caregiving husbands may receive greater recognition and praise because caregiving is not an expected role for husbands (Calasanti 2003; Stoller 1992) . Additionally, when professionals, other family members, or wives themselves view caregiving as an extension of prior domestic labor, wives may see threats to their feminine identities if they do not provide all their husbands' IADL care even when the husbands' limitations are numerous or other helpers are available (Arksey and Glendinning 2007; Calasanti 2003) . On the other hand, when husbands and others see caregiving as revising husbands' prior domestic responsibilities, or when they recognize that care situations may exceed husbands' resources (Calasanti 2003; Davidson et al. 2000; Russell 2001 ), husbands may not experience threats to their masculinities when others assist their wives with high levels of care needs or other caregivers are available. To test these interpretations, additional research is needed that directly assesses gendered behaviors, beliefs, and expectations related to caregiving obligations and skills of husbands and wives. Such data from the frail member and the spouse or the couples' potential informal and formal sources of help were not available in the present study.
Directions for intervention are suggested by the findings about the IADL needs of the CRs and the availability of daughters. Practitioners' assessments of a couple's need for outside support when working with a solo caregiving wife and her frail husband may benefit from identifying reasons for the absence of outside helpers. To what extent does this caregiving structure reflect her husband's, her daughter's, or a service provider's assumptions about the wife's ability to cope without additional support? To what extent is the wife's solo caregiving commensurate with her own assessment of her skills and the stressors she experiences? To what extent does solo caregiving stem from the wife's need to demonstrate her caregiving competence even when facing high assistance demands and daughters are available to help? Depending on answers to these questions, clinicians may need to be vigilant about possible threats to the solo caregiving wife's health that could interfere with her continuing as a caregiver (Tennstedt et al. 1989 ) and the adequacy of the care she provides to her frail husband (Calasanti and King 2007) .
Practitioners working with couples in which the wife is not receiving all her IADL care from her husband might also find it useful to assess the reasons behind this network structure and the adequacy of the care received. To what extent does the presence of a caregiver other than the spouse when the CR has several IADL limitations or there are proximate daughters reflect the husband's own views about caregiving? To what extent does this situation reflect gendered assumptions by his frail wife or their daughters about the husband as a caregiver? If the incorporation of outside helpers reflects the husband's view of the best way to get the caregiving job done, intervention may not be needed. If this results from the husband believing he lacks skills necessary to assist his wife on his own, referral to training programs that emphasize skill acquisition might be appropriate (Kaye 2002) . If the CR wife's or daughters' assumptions about the appropriateness of the husband providing all the needed care differ from the husband's own views, clinicians may want to encourage a family discussion to resolve these different perspectives.
We also found that age differences between spouses and their frail partners affected the spouse's caregiving role for both husbands and wives receiving IADL care, but in opposite ways. These findings were unexpected. The difference between a spouse's and CR's ages had been included in the regression model primarily to control for the fact that the same value for a couple's summed ages could result from different combinations of spouse's and recipient's ages. It is, however, possible that the partners' ages reflected aspects of health not captured by available measures (Uhlenberg and Cheuk 2008) . If that were the case, the difference in the age of the spouse and CR might indirectly be indexing the match between the ability of the spouse to provide help and the recipient's task needs (Messeri et al. 1993) . Specifically, a better match would be more likely in couples in which the spouse was younger than the CR than in couples with the opposite age pattern. The finding that wives providing solo IADL care were more likely to be younger than their partners supports this interpretation; however, the finding that solo caregiving husbands were more likely to be older than their frail partners does not. Future research is needed to replicate our findings concerning age differences and to develop and test hypotheses about the possible reasons underlying these gender differences.
Equally important for future practice, theory, and research is the finding that gender did not moderate the effects of three aspects of the couple's health, each of which significantly reduced sole reliance on the spouse for IADL care (the CR's number of ADL limitations and whether the spouse had any IADL or any ADL limitations). For practitioners, these findings emphasize the importance of a family-oriented assessment that evaluates the frail partner's full set of care needs, as well as the spouse's health. These findings appear consistent with the TSM of caregiving in showing that solo spouse caregiving is less likely when there is a poor fit between the time, energy, or skills of spousal caregivers and the required care tasks (Messeri et al. 1993 ). However, the TSM does not explain why the CR's number of IADL limitations was related to solo spousal caregiving only in couples in which the wife was receiving assistance. Nor does a gender perspective on caregiving predict the different findings concerning gender's moderating influence in relation to number of the frail partner's IADL and ADL needs. The full set of current findings concerning health of the couple point to the need for additional theoretical specifications of when gender is and is not likely to be a critical context for how other factors influence solo spousal care. Such theoretical advances are needed for future research to progress beyond the exploratory stage into hypothesis testing.
We also recognize several limitations of this study. The findings are limited to couples in which both partners are White or Black, because of the small number of couples in other specific racial/ethnic groups. Because of the relatively small number of couples in which the spouse did not provide all the IADL care, we were unable to explore whether gender differentially influences the impact of factors tied to the spouse sharing care with other helpers and those linked to the spouse not providing any care. Nor could we determine if the moderating role of gender was similar for the spouse's role in IADL and ADL caregiver networks because the available sample of married elders receiving ADL help was too small for this type of analysis. 3 Future research with larger samples of elderly couples could address both of these important issues. Because the available data did not differentiate who provided help with each specific IADL limitation, possible gender differences in the spouse's role in helping with particular tasks could not be explored. The cross-sectional nature of the study meant that we could not examine whether gender influences how changes in the care needs of a frail partner or the health of the potential caregiving spouse are tied to the spouse's solo caregiving role.
Despite these caveats, this study highlights the importance of considering gender when trying to understand how older couples deal with the poor health of one or both members and suggests important directions for research and theory. Its findings can assist practitioners and family members who want to ensure that these elderly couples receive the assistance they need. The receipt of outside help may reduce some negative psychological and physical effects of solo spousal caregiving. Identifying circumstances under which the gender of the frail partner and the spouse do and do not influence the likelihood of who provides assistance is critical to meet the needs of both members of elderly couples.
